Background
==========

In primary care, the persistent presentation of patients with depression and anxiety, especially in the context of chronic disease, has led to the evolution of providers as the "de facto" specialty mental health providers.[@b1-ppa-11-071] However, access to care, dissatisfaction with quality, and noncompliance with prescribed medications are common.[@b2-ppa-11-071],[@b3-ppa-11-071] Stigma about mental illness and myths about the effects of medication often fuel the lack of adherence, especially if prescribed without the full buy-in of the patient and, many times, the support system.[@b4-ppa-11-071]

Patient-centered care and self-management of chronic disease are optimally characterized by distinct adjunct services such as education, and support for the behavioral and psychosocial elements of managing disease.[@b5-ppa-11-071] The collaborative care model for the treatment of depression and anxiety in primary care was adapted from Wagner's Chronic Care Model of disease management,[@b6-ppa-11-071] and it includes the integration of a behavioral health specialist, in collaboration with the primary care provider, and psychiatric consultation to effectively screen and treat common mental health problems.[@b7-ppa-11-071]

The essential components of collaborative care include: 1) mental health services located in the primary care setting; 2) systematic care management provided by a social worker, nurse, or other behaviorist; 3) symptom measurement and outcome monitoring by care managers during clinic visits or by telephone; and, optimally, 4) brief evidence-based interventions, such as behavioral activation and problem-solving therapy.[@b8-ppa-11-071]

With systematic care management, the care manager functions as a depression specialist working in conjunction with the primary care provider, offering supportive counseling and education to patients about the disorder, systematically following up with patients for symptom assessment, and tracking patient progress, preferably in a patient registry.[@b9-ppa-11-071] The follow-up schedule is usually established at the first visit after medication has been initiated by the provider and often occurs by telephone. The care manager confers frequently with the primary care provider about the patients' status and alerts them if a patient does not appear to be improving or if symptoms have plateaued, and remission has not been achieved.[@b9-ppa-11-071]

Numerous clinical trials and an extensive body of research evidence have failed to result in widespread changes in primary care practice. In fact, implementation of collaborative care in real-world settings has encountered a number of barriers.[@b10-ppa-11-071],[@b11-ppa-11-071] As a result, dissemination of the model lags far behind.[@b12-ppa-11-071]

In spite of gaps in the literature as to what the exact barriers to collaborative care are, they generally fall into three distinct categories: 1) clinical, 2) organizational, and 3) financial.[@b13-ppa-11-071] Clinical barriers are those which interfere with patient treatment and adherence, such as lack of provider knowledge of treatment guidelines and measurement-based care and distinguishing physical symptoms from complaints related to mood.[@b3-ppa-11-071],[@b14-ppa-11-071] Engaging the patient in discussion of treatment options, including honest, open communication about medications and their alternatives, is essential to adherence.[@b15-ppa-11-071] Patient-centered communication may reduce barriers through a better understanding of patient concerns related to medications and thereby improve the quality of care and treatment outcomes.[@b16-ppa-11-071],[@b17-ppa-11-071] Clinical barriers also include patient-level obstacles to care such as stigmatizing attitudes about treatment and poor communication between patients and providers.[@b3-ppa-11-071],[@b7-ppa-11-071]Organizational barriers to implementation of collaborative care refer to system-level obstacles to the actual delivery of care.[@b13-ppa-11-071] Primary care organizations impose limits on provider time allowed for a comprehensive evaluation of mental health concerns.[@b3-ppa-11-071],[@b7-ppa-11-071] Historical protection of privacy and fears of violation of privacy have created information-sharing obstacles between primary providers and mental health specialists and confusion about responsibility for a patient's care.[@b7-ppa-11-071],[@b18-ppa-11-071] Workforce shortages of professionals trained in evidence-based interventions have resulted in limited access to care.[@b18-ppa-11-071],[@b19-ppa-11-071]Financial barriers to collaborative care implementation refer to funding and reimbursement issues.[@b13-ppa-11-071] In primary care, especially in the US, the lack of reimbursement for the treatment of mental health is common, especially for services such as depression screening, psychiatric consultation, and care management.[@b7-ppa-11-071],[@b18-ppa-11-071],[@b20-ppa-11-071] In spite of state-level advocacy efforts, billing restrictions for a medical and a mental health visit on the same day continue to create barriers.[@b7-ppa-11-071] Primary care providers are reimbursed at a lower rate for depression treatment compared to medical evaluation, and collecting fees from patients is problematic.[@b3-ppa-11-071],[@b21-ppa-11-071]

Opportunities
=============

Key changes in the health care policy in recent years represent significant advances in comprehensive, coordinated health care, especially for the chronically ill. The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008[@b22-ppa-11-071] sought to put an end to inequities in health insurance benefits between mental health/substance abuse disorders and medical benefits provided by a group health plan for 50 or more employees. The Patient Protection and Affordable Care Act of 2010[@b23-ppa-11-071] encourages the development of integrated approaches to health care as a means of both improving quality and lowering overall costs, with a focus on a central role for primary care.

The Health Information Technology for Economic and Clinical Health Act, enacted as part of the American Recovery and Reinvestment Act of 2009, provides grant funding to strengthen the health information technology infrastructure in the US.[@b24-ppa-11-071] The Health Information Technology for Economic and Clinical Health Act also provides technical assistance to community-based providers who might otherwise be reluctant to implement electronic health records (EHRs) and to develop outcome measurement and tracking as part of integrated systems of care.[@b24-ppa-11-071]

In 2011, the Centers for Medicare & Medicaid Services implemented the Meaningful Use program to promote the use of EHRs in hospitals and physician offices to improve quality, safety, and efficiency and reduce health disparities. Meaningful Use sets specific objectives for eligible professionals to qualify for Medicare and Medicaid EHR Incentive Programs.[@b25-ppa-11-071] In order to receive an incentive payment, providers must document in the EHR certain clinical quality measures (CQMs). Two of the CQMs approved for 2014 pertain to the diagnosis and treatment of depression: documentation in the EHR of screening for clinical depression and utilization of the Patient Health Questionnaire-9 tool. There are additional CQMs related to depression treatment and remission, such as documentation of a follow-up plan on the date of the positive screen and medication prescribed.[@b25-ppa-11-071]

Dissemination and sustainability
================================

The next frontier in collaborative care research is perhaps the most challenging: dissemination and sustainability of the model. Numerous regional and national foundations have offered financial support for "start-up" efforts aimed at examining the barriers, financing the infrastructure, and building the evidence base for optimal methods for moving from science to practice.[@b12-ppa-11-071] Some large health care organizations (eg, the Veterans Administration and Kaiser Permanente of California) have also been at the forefront of evidence-based collaborative care initiatives.[@b12-ppa-11-071]

The patient-centered medical home provides a model for transforming primary care practices into optimally integrated systems of care.[@b26-ppa-11-071] The patient-centered medical home is characterized by team-based care, effectively coordinated in partnership with patients and their families.[@b27-ppa-11-071] Findings from several patient-centered medical home models document improved quality, reduced errors, and increased satisfaction when patients identify with a primary care medical home.[@b28-ppa-11-071] The evidence from multiple settings suggests the ability of medical homes to advance health through organized, patient-centered, coordinated care.[@b28-ppa-11-071]

Virtually, all spending growth in recent years is associated with patients who were treated for five or more conditions.[@b29-ppa-11-071] Vulnerable populations are at increased risk for multiple comorbidities[@b30-ppa-11-071] which require comprehensive care that meets or arranges all of a patient's conditions and coordinates care across systems. The US federal agency which administers Medicare, Medicaid and the Children's Health Insurance Program has been testing and evaluating models of care through their Center for Medicare and Medicaid Innovation Center. The Affordable Care Act[@b23-ppa-11-071] provides grants to community-based organizations that practice under the patient-centered medical home model and incentivizes primary care training and implementation of medical home quality improvement processes.[@b26-ppa-11-071]

Community-based participatory research represents an opportunity to engage underserved communities in partnership with academic expertise in order to maximize dissemination efforts in community-based settings while staying true to an evidence-based model.[@b12-ppa-11-071] Academic--community collaborations and other community-based participatory research initiatives have drawn the attention of federal funding agencies and offer unique research opportunities that build community engagement strategies from the "bottom up" in implementing evidence-based collaborative care. Though academic--community partnerships are recognized as time consuming to plan, engage, and implement, they are thought to offer broader, more sustainable implementation.[@b12-ppa-11-071]

Practice transformation is an essential component of Wagner's Chronic Care Model. However, transformation in the way services are delivered is recognized as a substantial challenge.[@b12-ppa-11-071],[@b31-ppa-11-071],[@b32-ppa-11-071] Preparation of existing professionals from multiple disciplines to collaborate in new, evidence-based collaborative models that are patient-centered will require extensive training and possibly financial incentives. Research efforts should focus on successful implementation processes, change in practitioners' roles, and economic models that are based on patient outcomes instead of usual reimbursement business practices.[@b31-ppa-11-071],[@b33-ppa-11-071]

Another opportunity for collaborative care is the creation of collaborative learning environments in order to begin the transformation of primary care practices.[@b32-ppa-11-071] As described, collaborative learning environments emphasize certain key topics thought to be essential to practice transformation: 1) teams and stages of collaboration; 2) creating an educational environment for collaboration; 3) professional socialization and team-building culture; and 4) collaboration across disciplines. The development of these learning environments could take years to transform a team into a "relationship-centered" primary care practice prepared to facilitate patients' transition toward recovery.[@b32-ppa-11-071]

Conclusion
==========

An analysis of the barriers to dissemination of collaborative care is critical. The pioneers of collaborative care, Katon and Unutzer,[@b31-ppa-11-071] suggest that to successfully disseminate the model will require overcoming barriers at the organizational level, in clinical practice, and through creative financing to support implementation of team-based care.[@b12-ppa-11-071] Katon and Unutzer[@b31-ppa-11-071] also emphasize the need for engaging the community in planning efforts for long-term sustainability.
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